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Mental Health Problems Within Primary Care: 
Shooting First and Then Asking Questions?
Jeffrey L. Susman, MD
Omaha, Nebraska

■ . . the estimated rates o f failure to detect psychiatric disor
ders have ranged from  45 to 90 percent. The evidence is clear 
that the diagnostic skills o f many generalists are inadequate 
to the task.1 —Eisenberg, 1992

Physician recognition o f mental disorders, as defined from  
various perspectives, has occupied researchers fo r  Wo de
cades. While a sizable literature consistently indicates under- 
recognition to be the prevailing pattern, little is known 
about the clinician’s decisionmaking process and even less 
about whether and how diagnosis formulations influence 
treatment decisions. . . . Vitally significant, but equally 
lacking, are outcome data fo r  primary care patients treated 
fo r a mental disorder.2 —Schulberg, 1990

Are generalists’ skills in managing patients with mental 
health problems inadequate? O r as Schulberg notes, is our 
understanding o f mental health in primary care so rudi
mentary that it is impossible to know? Depending on 
one’s perspective, what has emerged is either an indict
ment of our competence or a recognition o f the barriers, 
competing demands, and unclear nature o f  mental health 
disorders in primary care.

Mental health problems are common. Data from the 
Epidemiologic Catchment Area Study3'4 suggest a high 
prevalence o f major and minor depressive disorder. The 
annual cost o f  caring for patients with depression has been 
estimated at $16 billion.5 Most patients with mental dis
orders, particularly those in rural areas,6 are cared for 
solely within the primary care setting.

In 1978, Regier and colleagues7 first systematically 
described psychologic services within primary care calling
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this sector the “ de facto mental health services system.” 
The National Ambulatory Medical Care Survey8 
(NAMCS) data demonstrate that almost 50% of all out
patient mental illness visits are provided by primary care 
physicians.

Within the primary care setting, the prevalence of 
mental health and other psychologic problems is up to 
50%.1'2'7'9- 13 Rowe and colleagues14 documented an 18% 
prevalence o f depression during the 1 month preceding a 
patient’s office visit in a community-based population! 
Given this high prevalence o f psychological problems, 
how do primary care physicians perform?

At first blush, not so well. For example, among 1450 
new patients screened with the General Health Question
naire (G H Q ), Ormel and colleagues15 found that 557 
patients had psychiatric disease, yet only 47% were recog
nized by their general physician as having anxiety, depres
sion, or other psychiatric disorders. In an investigation of 
302 ambulatory patients undertaken by Froom and asso
ciates16, 25 o f 41 (61%) patients with major depressive 
disorder were undiagnosed. Likewise, in the study of 266 
family practice outpatients by Coyne et al,1() there was 
only a modest association between physician rating of 
depression and the patient’s actual depressive symptoms. 
Recent reviews summarize the consistent finding of a gap 
between screening prevalence and physician diagnosis of 
mental disorders.1-2’17

Some investigators have sought to explain this pre
sumed performance gap. In this issue of the  Journal of Fam
ily Practice, Olfson and colleagues18 have added yet another 
small part to this complex puzzle. In evaluating the psychi
atric interventions of seven family physicians within dtree 
university-affiliated practices, they demonstrated that two 
thirds o f patients who reported poor emotional health re
ceived at least one psychologic intervention from their phy
sician. Furthermore, the physicians undertook at least one 
psychologic intervention in over one half o f patients with a 
diagnosis of alcohol abuse or dependence, major depressive 
disorder, obsessive compulsive disorder, or panic disorder,

540 The lournal ofFamily Practice, Vol. 41, No. 6(Dec), 1995

mailto:jsusman@mail.unmc.edu


Mental Health Problems Within Primary Care S usman

jndin over 51% of patients with a positive treatment history' 
of mental health problems. The authors conclude that pri- 
mjjy care physicians may be far more extensively involved in 
frovidinjj psychologic interventions than in formally diag
nosing psychiatric disease. What factors account for discrep
ancies among these studies and how can we improve the 
management of mental disorders in primary care?

Many patients with mental disorders present to phy
sicians with somatic complaints.19-21 Some researchers 
have suggested that screening all patients for these prob
lems would improve recognition and outcomes of 
tare.1’2’17’22 One o f the newest o f these instruments is a 
two-stage screen, the SDDS-PC, designed to uncover 
alcohol abuse or dependence, generalized anxiety disor
der, major depression and suicidal ideation, obsessive- 
compulsive disorder, and panic disorder.23

While the operating characteristics o f these instru
ments appear sound,24 and the SDDS-PC has a predictive 
value rivaling other common screening tests,24 results of 
feedback have been disappointing and a clinically relevant 
effect on outcomes is lacking.1’2’17’22 Rowe et al14 suggest 
targeting screening to individuals with defined risk fac
tors, but Mulrow’s analysis24 suggests that doing so 
would only marginally increase the predictive value of 
screening. Simon and Von Korff25 suggest that a focus on 
case finding might be misplaced. Given the high preva
lence of psychologic disorders, the ecology of office prac
tice with its associated time constraints, and unproven 
effectiveness, it is unclear whether physicians would 
widely adopt such screening. The impact ot recognition 
on patient outcomes also remains unclear.15’26

Moreover, many physicians report a difference be
tween the recognition of psychologic disturbance and a 
diagnosis o f a specific mental disorder, and express reluc
tance to label a patient.13’27’28 Patient satisfaction may be 
enhanced by acknowledging the presence of a psychologic 
problem; however, the process by which a diagnostic label is 
attached to this problem takes time and negotiation.28 Fur
thermore, some patients feel that care for psychologic prob
lems does not legitimately fall into the realm of primary care, 
and, hence, fail to mention to their primary care physician 
the difficulties posed by these problems.29

Some have recommended improved educational in
terventions for primary care physicians.1-2’17’22 Using case 
vignettes, Andersen and Harthorn30 explored diagnoses 
of primary care physicians and found underrecognition of 
such problems as mood disorders, personality disorders, 
and somatic disorders. Main31 found that clinician train
ing in depression was associated with their perception of 
the prevalence and importance of depression. Yet, it re
mains unsubstantiated that a gap in primary care physician 
knowledge is responsible for deficiencies in performance. 
Even if educational deficits exist, and are responsible for

performance deficits, Greco and Fiisenberg32 note the 
challenges o f changing physician behavior through tradi
tional educational interventions.

Another challenge to primary care physician diagno
sis is that the overwhelming majority o f patients with 
problems such as depression will have “ subthreshold dis
orders” that do not fit classic criteria for psychiatric diag
noses.3-4’25 Most mental disorders in primary care are less 
severe and more likely to spontaneously remit.9-20’33 The 
natural history o f the spectrum o f treated and untreated 
mental health disorders in primary care settings is not well 
understood. How should physicians handle psychologic 
stress and mental disorders that are subthreshold in na
ture? Only recently have studies demonstrated effective 
interventions for threshold disorders, and it remains un
known which problems benefit most from which treat
ments.34 Recognition, watchful waiting, informal coun
seling, and negotiation may be appropriate strategies for 
some patients28; however, given the limitations o f time 
and resources and of effective interventions, we should 
attempt to target those most in need o f treatment and 
most likely to benefit from it.

One of the most promising areas o f exploration en
compasses issues related to patient-physician interaction. 
Setting an agenda, asking open-ended questions, and be
ing alert to patient cues have been associated with en
hanced diagnosis o f mental disorders.35’36 In previous 
studies, self-confident, outgoing physicians with high ac
ademic ability tended to make more accurate psychologic 
diagnoses.37-38

There is also a discrepancy between treatment effi
cacy and effectiveness. Despite the known efficacy o f anti
depressant therapy, Schulberg showed that only 33% of 
91 primary care patients were able to complete recom
mended treatment.39 Limited support for primary care 
practice, including a maldistribution o f mental health pro
viders, financial and insurance disincentives, and other struc
tural barriers, probably exacerbate this gap.1-2’17’22>26-27 
Thus, while clearly treatable under ideal conditions, the 
management o f psychologic problems remains challeng
ing in community practice. W ithout improvements in 
generalists’ care, Sturm and Wells40 suggest that it would 
be more cost-effective to transfer a larger part o f mental 
health treatment to the subspecialty sector. Investigators 
have explored alternative models o f care involving collab
orative management41 and onsite mental health provid
ers,42 but it is unknown how patients feel about such 
psychiatric arrangements. It is likely that many primary 
care patients with psychologic distress would resist refer
ral and the resulting psychiatric labeling. Sturm and 
Wells40 conclude that quality improvement in the general 
medical sector might be more effective than shifting the 
balance o f care.
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Where do we go from here? We should begin by 
calling a moratorium on blaming primary care physicians 
for poor performance. The process o f primary care is com 
plex, and the challenges o f  negotiating and providing 
mental health treatm ent within the competing demands 
o f primary care practice43 remain daunting. The patient’s 
reason for encounter, expectations, perception o f stigma, 
and preferences may greatly influence the physician’s be
havior or apparent ability to meet “ expert” standards of 
management. In the case o f  mental health care by primary 
care physicians, let us make sure we are not guilty o f 
shooting first and then asking questions.
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